By G. DRUMMOND ROBINSON, M.D. N. G., AGED 46, had complete procidentia of the uterus in 1900 (eighteen years ago), after the birth of her second child. In 1901 (seventeen years ago) hysteropexy was performed on her at the Soho Hospital for Women. In 1902 (sixteen years ago) the patient was confined at Queen Charlotte's Hospital of her third child. Shortly after this confinement the prolapse reappeared.
In 1903 (fifteen years ago) I first saw the patient. The vagina was completely prolapsed; the sound passed 8 in. The supravaginal portion of the cervix could be felt through the vaginal walls, much elongated and very thin. The fundus uteti appeared to be attached to the anterior abdomiinal wall. I performed an extensive perineal operation, which enabled the patient to retain a pessary. Within a year of this operation the uterine canal had become so shortened that the sound only passed 3i in. There has been no further pregnancy.
Section of Obstetrics and Gynecology
carcinoma of the cervix. The fundus uteri was found firmly attached to the anterior abdominal wall. Immediately after operation the sound passed through the external os 41 in. into the uterus. The body of the uterus appeared to be enlarged. The patient has made an uneventful recovery.
I show the specimen. The carcinoma of the cervix is seen, but the interest of the case centres in the history of the supravaginal cervix. It has long been known that when the cervix protrudes from the vulva' in cases of so-called prolapse of the uterus there is usually an increase in the length of the supravaginal cervix. Whether this elongation of the supravaginal cervix is due to stretching of that structure alone or to new growth of its tissues, or to both conditions, has been discussed from time to time. In the present case when the patient was first seen by me in 1903, the sound passed the enormous distance of 8 in. into the body of the uterus, and the end of it could be felt at the fundus at the lower end of the abdominal scar. Within a year from the time the uterus had been kept in place by a pessary this length had decreased by 41 in. Presumably the supravaginal cervix had been elongated at least to that extent by the prolapse and had shortened again to that same extent after the uterus had been supported in its normal position for a few months.
So far as I am aware no specimen of a uterus and cervix in which the changes I have described in the supravaginal cervix have been carefully watched clinically has ever been shown before our Section, or its predecessor the late Obstetrical Society. 'The specimen shows the area of attachment of the body of the uterus to the abdominal wall.
REMARKS.
(1) Whatever be the nature of the elongation of the supravaginal cervix in cases of procidentia, this case proves that it may disappear to the extent of 41 in. after the uterus has been replaced even when the procidentia (and presumably the elongation of the supravaginal cervix) have lasted for as long as three years.
The fact that this elongation comes quickly in cases of procidentia, -as I think we have all experienced-and may disappear rapidly, as in this case, when the procidentia is relieved, compels mne to the view that such elongations may be, and probably always are, at first entirely due to mechanical stretching of the cervical tissues.
Whether this elongation becomes permanent upon the development of a new growth of tissue after a longer or shorter time I do not know. In my case such new growth was certainly not in evidence to any appreciable extent after a lapse of three years.
(2) Ventrifixation (for prolapse) without support of the vagina by some means from below is insufficient for the relief of a really bad case of prolapse.
It must be the experience of all of us to have seen many cases similar to this one (I myself have seen a large number) in which complete procidentia occurred within a few months of ventrifixation.
REPORT ON SPECIMEN BY' DR. BRAXTON HICKS, PATHOLOGIST TO WESTMINSTER HOSPITAL.
The case first came under my notice in December, 1917, when a portion of the cervix was sent up for histological examin!ation to the laboratory. It proved to be a carcinoma, the cells of the growth varying considerably in size and shape, and tending to be arranged in masses and columns. It had the appearance of a squamous carcinoma of the vaginal cervix, these variations in appearance from that of typical squamous carcinoma elsewhere being well known.
The entire uterus and adnexa came under my notice later when removed by my colleague Dr. Drummond Robinson. When freshly removed from the body the sound passed 4i in., but after hardening in formalin with its consequent shrinkage, the sound passed 4 in. only. After making a section through the uterus, the actual cavity is found to measure 11 in., and the cervical canal (i.e., internal to external os) 24 in. As can be well seen on examination of the hardened specimen, the cervix and cervical canal are invaded extensively with growth, which makes demarcation of uterine cavity from cervical canal difficult to determine with accuracy, though the rough limits are readily seen.
The after-history of this case should be interesting, as the general appearance of the growth under the microscope and its extent as seen in the anatomical specimen lead me to suspect an eventual recurrence, in spite of the extensive and temporarily successful Wertheim operation.
DISCUSSION.
Dr. W. S. A. GRIFFITH: I cannot understand why some authorities deny the existence of tensile elongation of the supravaginal cervix, the, commonest and almost invariable condition present where the cervix is found protruding from the vulva, and so easily demonstrable by measuring the length of the uterus before and immediately after replacement. It is equally true that hyperplasia of this portion does occur in some cases, and in others neither stretching nor hyperplasia. An essential condition for the stretching of this very tough cervix is the resistance to the descent of the body of the uterus, the least supported portion of the uterus; for this I can offer no explanation, other than what was described as the " retentive power of the abdomen " by Matthews Duncan, but this seems quite inadequate in so many cases where the abdominal walls are flaccid. I have long given up hysteropexy for this condition: the support by repair of the pelvic fascia in the anterior and posterior vaginal walls is essential.
Dr. FAIRBAIRN: The chief interest in this specimen centres in its showing no permanent elongation of the cervix after prolapse of many years' standing. This should suggest that the common practice of amputating enough cervix to bring the uterine canal to somewhere near its normal length, usually performed as part of the operative treatment of prolapse, may often be unnecessary. If marked elongation is present at the time of operation the cervix cannot be got into a satisfactory position witbout removal of some of the hypertrophied canal; hence, even if the elongation is temporary, amputation will be required in those cases in which it has not disappeared by the time the operation is done.
Dr. AMAND ROUTH: I believe that the supravaginal elongation of the cervix is due to traction of the prolapsed vaginal walls whilst the uterus is in normal position. This elongation in early cases is stretching only, but it leads to thickening in some of the chronic cases. I have found amputation of about 3 in. of the cervix with removal of some vaginal tissue, and the temporary use of a ring pessary, usually sufficient to cure, though partial recurrences are apt to take place.
Dr. LAPTHORN SMITH: Like most operators I have seen many cases of enormous hypertrophy of the cervix. At first I used to remove all the surplus length in excess of 2i in., but later I found that this was not necessary, and that if 3 in. or even 3+ in. of uterus were left, a process of involution occurred, and in a few months the small surplus was found to have been absorbed. I attribute this to the improvement in the circulation follcwing the operation, as I believe that the hypertrophy is due in the first place to defective circulation.
In women who have had bad confinements, which have formed the bulk of my cases of hypertrophy of the cervix, which in some instances has been enormous, the process I believe has begun with a tear of the cervix and perineum, followed by subinvolution, retroversion, prolapse, rectocele and cystocele; and in these cases my invariable practice has been amputation of 3 in. or 4 in. of the cervix, anterior and posterior colporrhaphy, making sure to bring the separated levator ani muscles together, and then a ventrifixation. The results of these combined operations at one sitting have been eminently satisfactory. If the woman is still of a child-bearing age I prefer a round ligament operation, as with a restored perineal floor and a lightened uterus, such operations are especially successful.
Dr. HERBERT WILLIAMSON: There can be little doubt that elongation of the' supravaginal cervix may be due either to stretching or to tissue formation. .I have been in the habit of demonstrating to students the stretching of the supravaginal cervix in cases of prolapse of the second degree, by measuring the uterine cavity when the uterus was down, then replacing it and measuring the cavity'again; 1A in. to 21 in. difference in the two measurements is usually found. There are on the oth'eP hand cases in which the elongation is permanent and not due to stretching; thiere is a specimen in St. Bartholomew's Hospital Museum of a uterus with a supravaginal cervix measuring 3* in. in length. It is probable that in the early stages the elongation is entirely due to stretching, but that in the later stages in some instances the elongation becomes permanent. Dr. Lapthorn Smith appears to be confusing two different conditions. The cases he describes in nulliparm are evidently cases of elongation of the vaginal portion of the cervix-a congenital condition, and not the result of prolapse.
A Short Communication on a Case of Labour in a Paraplegic Woman. By G. DRUMMOND ROBINSON, M.D. IN 1897 Dr. Amand Routh read a paper before the Obstetrical Society in which he recorded a case of labour in a woman suffering from paraplegia. He also gave notes on all the cases of a similar nature, seven in number, which had been recorded in medical literature and discussed the whole subject in a very exhaustive and able manner.
In 1909 a case of this sort came under my own care. I had hintended to record it at the time but I thought it would be more satisfactory to wait until I could get an opportunity of verifying the cause of the paraplegia by a post-mortem examination. Unfortunately whilst waiting, through inadvertence, the matter slipped my memory, and only recently has it been again brought to my mind. The case is as follows;-L. D., aged 31, seven children, one miscarriage, was admitted to Westminster Hospital, on August 21, 1909, under the care of Dr. R. G. Hebb, with the following history: On the night of August 13 the
